). The latter finding might have been anticipated in view of the higher incidence of accidental himorrhage, but the cause of the former is more obscure.
In Hong Kong 28, or 2'7 % of all babies, had congenital defects at birth compared with 25 (17%) in the UK group. Table 6 shows the incidence of the various types of abnormality found in both groups. Hydrocephaly was more than four times as frequent in Hong Kong and anencephaly more than twice as common. Talipes equinovarus and multiple deformities also had a higher incidence. The reason for the high incidence of foetal abnormality is not known, nor are the causes of the different types of abnormality, but during the period under review there were at least two major epidemics of aseptic meningitis reported by Hughes and his associates (1963) amongst service families in the Colony. The infecting organism in both epidemics was the Coxsackie virusa virus which is known to be able to cross the placental barrier and cause disease in the foetus. It was, therefore, thought possible that maternal viral infection might be a factor in the etiology of those abnormalities which had a neurological basis. During these two epidemics of aseptic meningitis in the Colony a small number of pregnant women did develop the disease but in these cases there was no abnormal fcetus. However, for every patient who developed the disease it was thought that there were many more in whom the attacks were too mild to be reported or were subclinical. Most of the cases of hydrocephaly and anencephaly appeared to occur in groups which followed the outbreaks of meningitis by about five or six months.
In the UK group the incidence of babies born who weighed 51 lb or less was 5%, while in Hong Kong the rate was 7 8 %, but of especial interest is the fact that in the latter group 31 -6 % of the so-called premature babies were delivered at 40 weeks gestation or later. This means that on average the babies born in the Colony were smaller than those born in the UK. Low birth weights in tropical countries are usual among indigenous populations where there is a low standard of living (Brenton 1922, WHO Expert Committee on Maternal and Child Health 1961) but do not appear to have been previously reported upon in European communities living in these countries. It is probable that the cause is a low calorie intake during pregnancynot due to any lack of availability but rather to a disinclination to eat while the weather is hot, Tropical diseases such as cholera, typhoid, sprue and malaria are present in Hong Kong but rarely affect the serviceman or his family. Preventive medicine has largely seen to their protection. There is, however, still much that could be done to eliminate those diseases that are the result of unfavourable climatic conditions. In 1963 all Army maternity units, large and small, kept clinical and statistical records in the standard form advised by the Royal College of Obstetricians and Gynecologists. Previously only a few of the major units had done this. It has thus been possible to study, in more detail than previously, a year's work in the Army Maternity Services as a whole. This is believed to be a study of special value and interest in that it refers to the maternity care of a large group of women, mainly of good living standard, who are nearly all delivered in hospital.
For Army and other Service wives abroad, and in the main military areas at home, there is no selection for hospital or domiciliary delivery During 1963 there were 12,267 deliveries in Army maternity units. Of these, 912 took place in a few small units where there was at least some division of responsibility with another unit. The remaining 11,355 cases, of whom one-third were primigravidc and two-thirds multigravidc, form the subject of this brief report.
The four main geographical areas were United Kingdom, Rhine Army, and Far East, with between 3,000 and 4,000 deliveries each, and Near East with 743 (Table 1) .
Antenatal Care
In the prevention of perinatal and maternal mortality, much emphasis has always been placed, though recently with more scientific and public fervour, on the value of sufficient antenatal care. The Army's patients attended the hospital antenatal clinic an average of 7 times (Table 1) . Attendances at general practitioner antenatal clinics held in army medical centres bring the total average antenatal attendances per patient to 13.
It may be of interest that the high number of hospital attendances was not achieved without considerable logistical difficulty in at least one Command. In British Army of the Rhine, service families tend to be spread in areas at some distance around military hospitals. The author's hospital, for example, serves 10 main areas at distances ranging from 10 to 50 miles, yet throughout the year, in sunshine and snow, in Army cars, buses and even ambulances, 140 women per week make the antenatal pilgrimage with a military discipline that would put their husbands to shame.
Toxwemia
If in the Army one is able to admit an antenatal patient to hospital whenever there is a shadow of doubt, it follows that on some occasions our obstetricians may have made a diagnosis of toxaemia at a lower level of severity than would be acceptable for practical purposes by their civilian colleagues. Bearing this in mind, the overail incidence of toxwemia was 9 9 % (Table 1) and from this it would seem reasonable to suggest only that under extremely stringent conditions of maternity care, an apparently high proportion of 1 in 10 patients would spend a period in hospital for actual or suspect toxemia or be admitted at or before term for induction of labour because of this complication. There were 2 cases of eclampsiaone antepartum and one postpartumneither fatal to mother or baby.
Other Complications
The incidence of common complications in unselected hospital practice may be of interest. The incidence of twins was 1 in 83 pregnancies and there were three sets of triplets. Breech delivery was conducted in 1 in 40 cases, external version after the 34th week of pregnancy being practised in all units. Placenta preevia was diagnosed in 1 in 180 cases, gross hydramnios in 1 in 260, and face or brow presentation in 1 in 540. With the routine use of oxytocic injection on crowning of the head, postpartum hiemorrhage occurred in 1 in 28 deliveries, while a retained placenta required removal in I in 56. Transverse and oblique lie in labour, a complication largely preventable by good antenatal care, occurred in 1 in 420 cases.
The overall prematurity rate was 51 per thousand total births which is perhaps a little higher than would be expected for the average social class of service wives. However, the rates for overseas stations (Table 1) were higher than that for United Kingdom, perhaps indicating the intrusion of special climatic, dietary, social and psychological factors which are being investigated. In Far East, which had the highest prematurity rate, the physically smaller and less affluent wives of local troops contributed some of the increase.
As would be expected, there was a low overall incidence of CQsarean section and forceps delivery -3-6% and 5 2 % respectively (Table 1) .
Surgical Induction ofLabour Surgical induction of labour was performed on no less than 2,011 occasions -18 % of all cases (Table 2) . At first sight this may appear a high incidence for unselected obstetrics and cause some disillusionment of the notion that childbirth is a largely natural process. But surgical induction of labour is not a domiciliary procedure, and where there is a shortage of beds and therefore a necessary lowering of prophylactic standards, some patients could be deprived of this measure. This is not the case in Army practice, though on the other hand we must be constantly on guard that we are not sometimes inducing labour unnecessarily. Almost half of the surgical inductions were performed in women without toxeemia but in whom placental insufficiency was, in the light of our present obstetrical knowledge, a possible danger, for example, in prolonged pregnancy, older primigravide, baby not growing, loss of weight and diminishing liquor. A further third of surgical inductions were for toxemia and accidental hkmorrhage where the dangers of placental insufficiency to the baby, apart from dangers to the mother, are certain. The remaining surgical inductions -1 in 5 -were performed for a variety of indications falling into neither of these two groups, e.g. foetal abnormality, previous CQsarean section, Rhesus sensitization, disproportion. In this group, too, were a small number performed for social and logistical reasons.
Maternal and Perinatal Mortality
At the present time in Britain the chances of a woman dying in pregnancy or latour are about 1 in 2,500. In 1963 there were 5 maternal deaths in Army maternity units, an incidence of I in 2,300. But it should be emphasized that 4 of these 5 deaths occurred in Malay women who comprise a small group of high-risk patients. The first Malay woman died of tetanus following abortion, the second of pulmonary cedema following abortion and evacuation of retained products of conception. The third and fourth died following postpartum hiemorrhage, one having been admitted to hospital after delivery at home. In 2 of these 4 cases 'stress proneness' was considered to be an important contributory factor. The only death of a British woman in a Military Hospital occurred after manual removal of the placenta.
Necropsy excluded hemorrhage but failed to uncover a definite cause, though air embolism was a possibility. There were 251 perinatal deaths and perinatal mortality was 219 per 1,000 total births (Table 3) as compared with 29-3 per 1,000 for England and Wales. The Army numbers are of course lilliputian by comparison but it is interesting to consider the hypothetical case of a perinatal mortality of 21 -9 per 1,000 total births in England and Wales for 1963. This would have meant that out of 856,000 births during the year, over 6,000 more babies would have lived, at least past the first week of life, than actually did.
Conclusion
The care given to its patients by the Army Maternity Services during 1963 has been briefly reported. These patients enjoyed sufficient antenatal care and were virtually all delivered in hospital.
A low perinatal mortality of 21-9 per 1,000 total births gives support to the view that there is a need generally for more specialist maternity care and a higher, if not total, incidence of hospital delivery.
